
STATE OF NEW HAMPSHIRE 
Honorarium or Expense Reimbursement Report (RSA 15-B) 

Type or Print all Information Clearly: 
-.- -

Name:. J.Ay \) ~ ~a.h tV Work Phone No. Q//7"' 3 0 7 7 
First Middle Last 

Work Address: ~1._...0'---Ja.......-:---......:..tU~. --'-lY~lCL---"l-'-"(\)""-----"'"~"'-'f-'-----=C~o...:.....:f\J:::;....::C=cJ1~C~G·L..-£f.J__._t-/-...L..-__ 

Office/Appointment/Employment held: __ S.s......!,....l.p___.V\.)-=-Ct~±-......k.--:0""--.1-R~------------
List the full name, post office address, occupation, -and principal place of business, if any, of the source of any reportable honorarium 

. or expense reimbursement. When the source is a corporation or other entity, the name and work address of the person representing the 
corporation or entity in making the honorarium or expense reimbursement must be provided in addition to the nanie of the corporation 
or entity. 

Source of Honorarium or Expense Reimbursement: 

Name of source: 
First 

Post Office Address: 

Middle Last 
RECEIVED 

OCT 0 7 2019 
Occupation: 

Principal Place of Business: 
NEW HAMPSHIRE 

DEPARTMENT OF STATE 

If source is a Corporation or other Entity: 

Nam~ of Corporation or Entity: ~er Eel. 
Name of Corporate/Entity Representative: ----"~...L.:~r.......¥-~~~u\L.:t!:::...__l..!,_~~---'~-.!....:'1-------

Work Address of Representative: l..l s T=e ro.p \ € ]? \a.c...o t0.mA-r . 
()@ ll J 

Food and/or beverages consumed pursuant to RSA 15-B:6, II with value over $25.00 0 

Value of Honorarium: Date Received: If exact value is unknown, provide an estimate of the value of 
the gift or honorarium and identify the value as an estimate. 0 Exact 0 Estimate 

Value of Expense Reimbursement: l, 3 ._o'&.J>ate Rec~ived: CJ !;;).f&> [- \'lA copy of the agenda or an equivalent document must 
be attached to this filing. 0 Exact Z" Estimate r . 

Briefly describe the service or event this Honorarium or Expense Reimbursement relates to: 
I 

ffi ~·wCA~{ -£co~ ReetV;e, ±o lLi?ods±otK \,.flL 1'1\.:e.eh\\$, 
''I have read RSA 15- and he~eby swear or affirm that the foregoing information is true and complete to the best of my knowledge \,j 
andbeli~ tc_ . , . 
~ ~ . . JOb/If 

Signature~r Date Filed 

9/07 
RSA 15-B:9 Penalty. Any person who knowingly fails to comply with the provisions of this chapter or knowingly files a false report 
shall be guilty of a misdemeanor. 
Return to: Secretary of State's Office, State House Room 204, Concord, NH 03301 



NEW ENGLAND BOARD OF HIGHER EDUCATION 

45 Temple Place Boston, MA 02111 
(617) 357-9620 

2019 Expense Form 

EXPENSE REPORT PERIOD: 

NAME: ::;; '<:'a.k n 
ADDRESS: 

ITY, ST, ZIP: 3( 

PUKPUS.t 

Lrrc !11tJ r 
OF 

I"'" IL 

PRO 
R# 
OF 

G HOTEL/MEALS MILE TRANS PO OTHER 
DATE CHG DESCRIPTION CONFERENCES s MILEAGE RT EXPENSES 

q/46/;11 L II-C- JJt -M Kane --to 'A/ oodstr; ck b3 $0.58 = $3b -S~ 
(( Wa"dsn>c~ to_ k~~ IJ?.t? NH lb5 $0.58 = $;J6 -.9-{ 

r 

$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -

$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -
$0.58 = $ -

$0.58 = $ -
TOTALS $ - $73-116 $ - $73. -of 

**PROVIDE DETAILS FOR EXPENSES ON SHEET #2 TOTAL EXPENSES 0.00 

SIGNATURE: APPROVED BY: 

C:\Users\Tricia.Melillo\Downloads\NEBHE-Expense-form-2019 


